possibility of legal ramifications between countries and states, ethical considerations, time responsiveness, reimbursement issues, international differences, cultural differences, and censorship between individual practitioners and the consultant. The model has been developed between a nurse practitioner and a physician that collaborated on a few patients. Kuebler and Bruera [7] stated the CCM has potential to support evidencedbased palliative care for clinicians. The process would take place through a standardized plan to improve clinical outcomes as well as patient and family satisfaction.
After reviewing multidisciplinary theoretical literature, conceptual concepts and research concepts from social work literature, Bronstein [8] developed a two-part model for interdisciplinary collaboration. The first part of the model consisted of five components necessary for collaboration between social workers and other disciplines that �included: flexibility, collective ownership of goals, interdependence, professional activities that may be newly created and the reflection on the process. The second part of the model consisted of four influences on collaboration that included: structural characteristics, professional role, personal characteristics and a history of collaboration. Bronstein [8] stated that interdisciplinary collaboration maximizes the expertise that each discipline can offer and is critical to colleagues working as a team. Interdisciplinary collaboration would minimize the need to continually redefine the process of collaboration.
Following a systemic review of the literature, it was determined that there is a lack of literature on collaborative communication between team members in a hospice admission team. King's middle range Theory of Goal Attainment provided the guiding framework in exploring the process of communication and interaction. The research regarding effective collaborative communication between clinical and non-clinical admissions team members in a hospice setting is limited. There is research evaluating the interdisciplinary team (IDT) as well as health care units but the evaluation of hospice teams and interactions outside of the IDT were very minimal. Demiris et al. [9] verified that teamwork and interdisciplinary collaboration are necessary for efficient health care services. Furthermore, Bushinski and Cummings [10] stated ineffective end-of-life communication with patients and families may lead to futile use of resources as well as futile medical care. Effective communication and collaboration between interdisciplinary team members is essential. Measurement of effective communication and collaboration presented a challenge in this instance. Established instruments were not available. To address this limitation, a survey tool was developed and piloted as part of this project. Refinements of this preliminary instrument will contribute to future research efforts to evaluate communication between interdisciplinary team members. Ultimately an investigator's ability to determine if collaborative communication was indeed occurring and verify the perception of communication and collaboration between team members, will positively contribute to patient care in a hospice setting. Furthermore, accurately validating if members of the team were comfortable in their role and felt comfortable
Literature Review
A literature search undertaken to find data related to the topic of effective communication patterns for clinical and nonclinical team members in hospice admissions setting yielded scant results. Cinahl was the primary search engine used with the phrase 'effective communication between employees in hospice' searched. There were also several key words utilized in the search. They included: team, interdisciplinary, collaboration, communication, effective and ineffective communication, cooperation and hospice teams. Studies that have addressed communication in the hospice setting focused on communication in the interdisciplinary team meeting setting. There were 10 articles found with the words communication and teams however they focused on meetings. There were three articles that addressed teams and communication outside of the interdisciplinary team meeting. There were 20 articles that focused on palliative care and communication in various settings. There were also multiple international articles that 7 dealt with hospice and palliative care in the inpatient hospital setting. There were no specific articles regarding effective communication between clinical and non-clinical employees in a hospice admissions setting. Studies on communication and communication styles have been published however articles that focused on communication and collaboration between team members in hospice care outside of the IDT were not found in published referred journals.
Corcoran and Casarett [11] reported that end-of-life often means uncomfortable conversations. There is little research regarding when conversations should take place but the authors acknowledged that end of life conversations are crucial. The authors reported that even the best conversation or information may not ensure that hospice patients will enroll in hospice in a timely manner. Hospice and palliative patients have a right to know about their health and their prognosis. The authors suggested that patients at the end-of-life should have access to treatments supported by medical evidence and that could potentially improve their quality of life. Corcoran & Casarett [10] stated that communication can improve end-of-life care but the care should also be aligned with the patient's and family's goals and need for care. Communication in hospice and palliative care is necessary and should always be a part of the plan of care.
Dunne [12] discussed communication in palliative care as a transactional process that can potentially affect the patient, family and nurse. The purpose of the author's qualitative study was to increase nurses' awareness of the communication process and to encourage them to reflect on their own practice to improve communication skills. The author identified the nurse-patient relationship as a central point in communication and the relationship. Patients have fear and anxiety regarding the dying process therefore communication becomes a critical and essential element. Nurses experience stress and difficulty in caring for palliative care patients. Dunne identified that nurses often block effective communication by blocking and distancing tactics such as avoiding emotional conversations. The nurses' behavior may be an effort to avoid uncomfortable conversations or protect emotions. Dunne [12] concluded that it is important for nurses to develop communication skills that can assist them in interpersonal contact with patients as well as others. Interpersonal contact eases the stress that is caused by miscommunication in health care between patients, families and providers. Effective communication can enhance the dying process.
Patient's perceptions of their end-of-life needs were recently addressed by Arnold [13] . His investigation used an exploratory mixed methods design, to obtain data on the patients self-report of their needs when coping with a terminal illness or disease process. Arnold found that the needs of critically ill individuals are multi-dimensional. The needs identified included: time, social, safety, physiological, death and dying, spirituality and change and adaptation. Arnold also indicated though that patient's needs are often ambiguous and uncertain due to the inability to specify which needs are not being met and he suggested that communication from health care providers is the key to optimal palliative care.
The study revealed several key points. There is an opportunity to develop sensitive clinical communication-assessment tools that use language to accommodate the patient.
Arnold [13] also stated that the findings suggest a starting point for development of a 9 palliative care-specific theoretical model. This model would create a deeper and holistic understanding for end-of-life needs. Collaboration and communication regarding end-of-life issues can assist palliative patients and families to redefine needs.
Dale [14] discussed the effectiveness of adequate communication in an editorial. As a third-year nursing student, the author discovered that it is easier to communicate with patients when a relationship is built that is not just a clinical relationship. The investigator identified the emotions that patients may be feeling which included anxiety, confusion and worry. Additionally, she advised that providing emotional support, information and reassurance facilitated effective communication. The author concluded that nurses must remain confident to communicate effectively with their patients. This will help ensure optimal clinical care by allowing patients to feel more comfortable and enable open communication. Furthermore, evaluating communication and patients' perceptions increased awareness for the student. Dale's opinion was noteworthy as it was a commentary from a student's perspective and it may also assist in understanding various perceptions.
In a similar theme, Bushinski and Cummings [10] stated that end-of-life conversations are essential to ensure that patients and families' goals, values and care plans are met. Bushinski and Cummings [10] stated that the manner in which the conversations took place as well as the timeliness of the conversations were both important factors. Additionally, ineffective end-of-life communication with patients and families may lead to futile use of resources as well as futile medical care. End-of -life conversations, though difficult, are essential to successful outcomes and adequate clinical 10 care. However, Blinderman and Prager [15] stated that health care professionals do not communicate well. Professionals do not adequately assist grieving families to cope with death and dying. Blinderman and Prager stated health care professionals received little training to cope with discussions about death and dying but palliative care specialists and medical educators were able to teach skills of active listening. The authors suggested that physicians and other medical personnel can be taught active listening to prevent futility in medicine by discussing death and dying. Blinderman & Prager stated that clinicians can refine their communication skills and abilities and optimize patient preferences when they are properly mentored and trained. Additionally, Blinderman and Prager [15] demonstrated that active listening skills can decrease the medical liability for all health professionals if active listening skills were developed.
Betcher [16] focused on developing a nurse's confidence and communication ability when engaging in emotional discussions with patients and families. An eight hour education program on palliative care involving role-playing and simulation was created to assist nurses to communicate effectively with endof-life issues. The author developed the "Elephant in the Room" project to improve communication skills of nurses to help them communicate effectively and compassionately with palliative patients and their families. Nurses in this study were able to apply new knowledge to their already existing knowledge of palliative care. The project allowed nurses to practice communication scenarios through role-playing and simulations. Nurse's communication should be a holistic perspective and would be a greater benefit to patients and families.
Clarke and Ross [17] surveyed the perceptions and communications of nurses working with the elderly and with patients receiving palliative care. The study was pivotal in assessing factors influencing nurse's communication with the elderly at the end-of-life. Many factors effect communication. Included among those that are consequential with respect to end of life care are: nurse's perceptions; experiences of listening and talking to older adults; and learning from various members of the hospice team. Organizational and environmental constraints such as privacy, time and culture of care; perceived differences between values of nurses, physicians, patients and families were also found to influence communication. All participants of the study recognized the importance of communication with older adults at the end-of-life. Nurse recognized that discussions regarding prognosis as well as involving older adults in decisionmaking were essential. Additionally, Clarke and Ross [17] discovered that end-of-life communication required support from the organization or institution by using experienced nurses, engaging in multi-professional teamwork as well as doctors acting as role models. The authors claim all these factors must be present for nurses' to be fully effective in improving end-of-life outcomes.
Ashurst [18] discussed effective communication in palliative care. The author indicated that staff in residential centers needed to listen to residents openly and without judgment to assess their pain and their dying concerns. Residents should also be given the opportunity to speak with their relatives in a quiet and private area that is away from other residents to promote open communication. Ashurst stressed the importance of informed choice for residents and indicates that residents should be able to choose how to 12 spend their last weeks. The main suggestions offered to maintain effective communication were to listen openly and attentively and listen without offering advice. Additionally, the author stated that residents in residential centers needed to be supported and encouraged so they felt comfortable expressing their feelings. The author emphasized that communication should be transparent and honest to develop a trusting relationship with the patient and family. Empathetic listening, honesty, and support were all important components for effective communication.
Malloy et al. [19] used a qualitative study to investigate communication skills of nurses in palliative care. Effective communication is a key component in palliative care and is often considered the foundation to build a relationship with the patient and family. The investigators proposed that nurses providing palliative care must be trained in skillful communication.
To further explicate what aspects of communication were of concern to nurses providing end of life care, the authors distributed a survey to nurses attending one of five End-of-Life Nursing Education Consortium (ELNEC) programs. The ELNEC programs were intended to prepare nurses on pain management, end-oflife issues, ethics, grief, and communication. The survey results indicated that nurses found discussing palliative care issues on religion, spirituality and talking to patients after they received bad news were reported as very difficult aspects of communication. Furthermore, nurses identified that communication with patients and families from different cultures were the most difficult aspects of communicating in hospice care with patients and families Malloy et al. [19] .
The authors concluded that nurses will continue to play a critical and pivotal role with 13 communications in palliative care. Training and education may be required for nurses to communicate with their patients and their families effectively. Understanding and expressing therapeutic communication in hospice and palliative care is necessary and should be emphasized in nursing programs at the graduate and undergraduate level as well as a part of professional develop.
Collaboration in a Team Setting
Lyles and Oliver [20] studied interdisciplinary team (IDT) collaboration and communication in a hospice setting. The investigators used a mixed design incorporating qualitative and quantitative methods. IDT meetings are a forum for interdisciplinary collaboration between team members that allow open communication about patients and families in a professional setting. The purpose of the study was to identify collaborative communication as well as extend the theoretical framework of interdisciplinary collaboration in a hospice setting. Lyles and Oliver [20] defined effective IDT's as a positive climate, a shared language among staff from various disciplines, and team leadership provided by various disciplines to attain the ultimate goal of interdisciplinary collaboration. The team consisted of 8 team members in attendance with the meeting approximately 1.5 hours in duration. Ethnographic fieldworks of five (IDT) meetings in a hospice setting in the western part of the United States were studied. The teams were divided by geographic location into east and west teams as well as location such as home or nursing home with each IDT meeting consisting of a team leader (nurse) and a medical director. A triangulated approach was utilized to reveal evidence-based examples of collaborative communication to make the study more realistic.
The independent variable in this study was communication; the dependent variable was the interdisciplinary team collaboration. Discussion of the patient's case between team members was the unit of analysis. Each staff member also completed the Modified Index of Interdisciplinary Collaboration (MIIC). This tool was based on the same conceptual framework as the Index for Interdisciplinary Collaboration and thus was assumed to have the same validity. Observation of the IDT meetings suggested that collaborative communication was sustained through four different types of communication: 1) interdependence and flexibility of the job; 2) newly created professional activities; 3) collective ownership of goals; and 4) a reflective process. Case managers were the team members most actively involved with collaborative communication. The overall mean for the instrument was 1.91. With the MIIC, 1.0 was the highest perception of collaboration and 5.0 was the lowest perception of collaboration. The team ranked high on perceived interdisciplinary collaboration. The qualitative and quantitative findings suggested that collaboration occurs inside hospice as well as outside hospice. The qualitative analysis indicated that hospice interdisciplinary collaboration included flexible work roles that allowed IDT members to collaborate with non-hospice staff outside of IDT. The study conducted by Lyles and Oliver [20] revealed that both qualitative and quantitative findings suggested that interdisciplinary collaboration also occurs outside of hospice with professionals such as physicians and nursing home staff. The study will assist the authors study to evaluate effective collaborative communication between clinical and non-clinical employees in a hospice setting. Although the study by Lyles and Oliver [20] specifically discussed IDT teams, collaborative communication is imperative in all settings in hospice between team members. The authors discussed the power of interdisciplinary collaboration in hospice between team members in a hospice IDT meeting.
Demiris et al. [21] studied the information flow of hospice interdisciplinary meetings and focused on information access, documentation and exchange of information between team members in a qualitative and quantitative study. They verified that teamwork and interdisciplinary collaboration are necessary for efficient health care services. The authors studied actual meetings to gain understanding of information flow during the hospice IDT meetings. The authors investigated various members of four interdisciplinary hospice team meetings in the Midwestern United States. The interdisciplinary team included nurses, physicians, social workers, chaplains, volunteer coordinators, home health aides and bereavement counselors. Important findings from their research included the following: defining a leader or facilitator to increase efficiency, ensure access of patient charts for all team members during IDT, structured documentation of patient care discussions, information technology (IT) utilization for team members unable to attend the meeting, dynamic design and structure of teams for ongoing evaluation and revision, and the design of the meeting space as it can impact the effectiveness of the team. The authors reported that teamwork requires a detailed communication strategy that establishes effective sharing and flow of information. The authors concluded that the improvement of interpersonal communication requires an analysis of interactions among hospice team members and the ability to identify possible barriers to information flow, including the need to study interactions among team members.
Wittenberg-Lyles et al. [22] studied backstage communication in IDT meetings. Backstage communication was defined as the communication between team members that takes place away from patients and families. Each team member individually spent their work day visiting patients and families to provide needed services. The IDT provides an opportunity for the team members to collaborate on patient care goals and interventions. They met backstage apart from the other services that were provided. Team members also used the meetings as a place to share the emotional dimension of their work. The study confirmed that nurses dominated the meeting communication time delivering medical information as well as offering clinical impressions concerning the patients well being. This finding may be attributed to the schedule and nursing is the discipline that sees the patient most frequently. The authors concluded that backstage communications in hospice IDT meetings enable hospice staff to manage emotions safely backstage and prepare for frontstage professionalism. The IDT meeting and backstage communication allowed an opportunity for team members to bond and discuss their own emotions with their team.
Wittenberg-Lyles et al. [22] conducted an exploratory study of interpersonal communication in hospice IDT meetings. The purpose of the study was to explore relational communication control used by IDT members to share information and contribute to decision making. There were several conclusions gleaned from the study. First, providers should reflect on their own practices and behaviors in IDT meetings. There should also be discussion to the type of information that is considered the standard discussion in the meeting. Next, providers should encourage other team members to share information during IDT meetings. It is imperative to include all aspects of the patient's health to include the physical, psychological, spiritual and emotional issues with the family and patient. The authors indicated that best practices should be explored to enhance communication. Finally, providers should compare how interpersonal communication in team meetings would assist in development of care plans. The authors concluded that interdisciplinary communication was necessary to develop appropriate care plans and to include all members of the team.
Demiris et al. [9] studied technologies to support end-of-life care. The purpose of the study was to evaluate the current level of information system utilization in hospice and palliative care. It was discovered in the study that caregivers rate communication with caregivers as essential to the support they receive during contact with various providers in hospice care. The authors revealed that there are few informatics interventions designed for hospice and palliative care.
Demiris et al. [9] conducted a study to assess hospice IDT meeting team member preparation for collaboration in meetings. The purpose of the study was to assess how team members are trained for IDT and to assess the IDT meetings. There were 145 hospices that participated in a telephone survey.
The survey found that the majority of hospice agencies provided the necessary training to 18 individuals but did not provide team training. Training also took place only in orientation. The authors suggested that hospice agencies needed to allow time for teams to engage in team-building activities. IDT meeting training should include preparation for the structured format of IDT meetings as well as any informal communication that may occur. The authors also suggested that nurses who lead meetings should be trained on how to involve all team members rather than expecting individual team members to share information when it is appropriate to do so. The authors concluded that training should be more consistent and focus on creating positive communication strategies to maximize the benefits of IDT meetings.
Ponte et al. [23] suggested that interdisciplinary teamwork and collaboration is an essential element of a positive practice environment. The authors further suggested that more research should be done to assess the impact of various leadership and organizational structures and its influence on advancing both teamwork and collaboration. The authors concluded that the team leader or facilitator is just as a large part of collaboration as any other team member.
Interdisciplinary collaboration and communication is also essential to successful hospice and palliative care. Austin et al. [24] determined that collaborative research requires diverse teams, shared space to meet, shared objectives and a strategic plan. Collaborative teams require a sense of safety, respect and trust. These qualities were described as essential to effective interdisciplinary communication. The authors cautioned that various disciplines may interpret different meanings for the same word. They suggested that accessing a broad base of expertise in interdisciplinary teams 19 can be beneficial. Various viewpoints are necessary to acknowledge all aspects of a situation.
Interdisciplinary collaboration in hospice involves the patient and family in theory. McDonald and McCallin [25] suggested that interprofessional collaboration supports patient-centered care and is parallel with teamwork. The authors questioned how families could be the center of care if they are not included in the collaborative process. Patients and families may not have the time required to participate in the interdisciplinary collaboration because of the demands on their time that occur when an individual is in hospice care however they should have the opportunity to participate if able. The authors also stated that interprofessional collaboration encourages communication through interaction with team members and sharing of knowledge. They emphasized that understanding the different roles was essential to success. Education for health care workers was also imperative for the process to be successful. There is agreement that understanding the interpersonal skills of other team members is necessary for collaboration in clinical practice. Kay et al. [26] not only acknowledge the value of education in team members to ensure collaboration but also indicated that lack of multidisciplinary relationships is a factor in the failure of integration of palliative care. Education and building effective multidisciplinary collaborative relationships with peers is essential for collaborative communication.
There must also be an understanding of the actual definition of interdisciplinary collaboration for the concept to be truly integrated into practice. Petri (2010) explored the meaning of interdisciplinary collaboration within the context of health care. The author stated that shared decision-making was necessary for interdisciplinary collaboration to take place. Interactional skills are also required and include mutual respect, effective communication and trust. To promote successful interdisciplinary collaboration into healthcare delivery, the author suggested the following as necessary factors: trust; mutual respect; open and effective communication; awareness and acceptance of roles and skills; understanding responsibilities of the participating disciplines. Interdisciplinary collaboration will continue to be defined for use in future practice.
There has been research regarding collaboration in health care units that affirmed previous findings. Weinberg et al. [27] examined collaboration among interdisciplinary providers on health care units. The authors suggested that leadership is important for collaboration and teamwork to occur and that in the absence of formal teams, leadership is essential to provide feedback and respond to employee needs. Collaboration and teamwork follows a hierarchical pattern based on occupation, education, salary and ability to make decisions. Providers that were at the top or towards the top of the hierarchy perceive their environment more positively than those in a lower hierarchy. Success in attaining collaborative interdisciplinary teamwork may not be possible for all hospitals. The authors stated that though tasks in hospitals are interdependent, providers may have little contact with each other and would not consider themselves as members of a team. Collaboration and teamwork must take place simultaneously to be effective in the hospital setting. To ensure better patient outcomes, team members must communicate collaboratively and effect.
Technology and Collaboration
Green and Thomas [28] studied the importance of interdisciplinary collaboration and the electronic medical record (EMR) and physician's perceptions of nursing documentation after EMR implementation. To effectively practice medicine, physicians request detailed assessments and interventions in nursing documentation. The detailed assessments assisted their own practice as it was more informative and the information was clearer. The authors concluded that physicians desire nursing documentation with greater clarity and narrative summaries. Joint collaboration is necessary to develop effective EMR systems.
Another study revealed that technology can improve communication. Dy et al. [29] identified that routine electronic patient-reported outcome collection in patients with advanced disease could improve communication among caregivers, patients, and providers as well as the timeliness of identifying problems and the effectiveness of follow-up. The authors developed a web-based tool to collect symptoms and data needed for hospice patients and families. Information technology (IT) would focus on development to facilitate hospice processes. The creators believed hospice providers would only use the system if they felt it would be useful in improving clinical care. The authors concluded that providers, organizations, patients and caregivers will not use a system unless it improves their clinical practice or quality of care. It is imperative that a clinical system is identified as a user-friendly system to ensure that the product is utilized effectively.
Shirren and Phillips [30] conducted a study to understand the use of technology to support interpersonal interaction. Thirtynine employees completed a five-day communication diary recording their actual behavior when receiving personal and work-related e mails. The authors found that higher numbers of work-related e mails were related to higher levels of stress. Higher levels of negative affect correlated to a delay in dealing with personal and work e mails. Suggestions were made by the authors to provide systems that sort and prioritize e mails to use e mail more efficiently and reduce the number of low-quality e mails. Educating employees on responding to e mails in an adaptive manner was also suggested. The authors concluded that while technology and information is essential, too much may be detrimental to productivity.
Many hospices now use electronic medical records (EMR's) as a part of their daily routines. Since the majority of the staff makes visits to patient's homes, it is essential that the technology is simple to use and consolidated. Hospice team members often receive more e mails and messages that a traditional hospital setting. The optimal utilization of technology would be for the coordinator to only send messages if they are vital or specify certain times of the day when messages that are not significant may be sent.
Measures of Collaboration and Communication
Dawson [31] conducted a study to analyze lack of collaboration between teams. The goal was to improve collaboration and communication in order to promote an effective working environment and to create effective interprofessional relationships. As a community Clinical Nurse Specialist (CNS) at a hospital in Manchester, United Kingdom, the author served as a liaison between palliative care teams that worked independently of each other. The role of the community CNS would be to attend the multidisciplinary team meeting at the hospital and then report back to the community palliative care team. Some barriers to collaboration between the hospital and the community that were identified early included: staff constraints, lack of time, heavy workloads or complex patients. While the goals and commitment that the palliative care teams showed towards their patients were similar, they did not create the time for proper team building. Team-building sessions were thought to be beneficial but would require time and a facilitator. Furthermore, establishing team building sessions would also require team members to concede territory, cross boundaries and accept diversity. Teaching opportunities were presented to all palliative care teams to bridge the divide between teams and to gain various perspectives and expertise on subject matters. After a period of 18 months, there were improvements in collaboration and communication between the teams. The introduction of the CNS to facilitate communication and collaboration was beneficial. Dawson [31] identified several factors that contributed to effective collaboration between teams including: self-analysis, flexibility and empathy that the author achieved through listening, inquiring and shadowing. Recommendations for future collaboration included: the development of monthly or bi-monthly interprofessional meetings involving both palliative care teams to sustain collaboration; individual members of the team to shadow their colleagues in practice; and finally to continue joint educational sessions to promote sharing of perspectives as well as providing insight into practices which may be invisible to outsiders. Dawson [31] also suggested that to sustain collaborative teams, more work is required and work should focus on team-building activities with individual members with a purpose to reduce barriers and embrace diversity.
Thannhauser et al. [32] reviewed quantitative measures described in the intraprofessional literature to evaluate collaborative practice. Twenty-three instruments were identified and analyzed for reliability and validity of the instrument, ease of access to items on measure, sample size and applicability to diverse professional populations. Health care professionals were expected to communicate collaboratively in order to provide effective care to patients and families. The authors evaluated interprofessional collaboration (IPC) among individuals rather than teams. The authors specifically hoped to identify attitudes that individuals had towards IPC as well as their ability to collaborate in the field of obesity prevention, research and treatment. There were not specific measures that could be used for the purposes of this investigation; however the information was valuable in the initial effort undertaken to develop an instrument for use in measuring interdisciplinary collaboration in the hospice setting. A key point noted by the investigators was the lack of adequate tools for assessing IPC. The authors also suggested that IPC is a necessary component to advance health care and improve the quality of health care and social services. It is also important that health care professionals agree on the definition of IPC and the elements necessary for collaborative learning and practice. Further research is needed to develop quantitative measures for collaboration.
Junger et al. [33] focused on factors for successful multiprofessional cooperation from the perception of team members in a palliative care unit. The study had two primary purposes: to provide a systematic inventory of factors necessary for team work in palliative care and to identify criteria that enhances the success of multiprofessional cooperation within a palliative care team. The qualitative study emphasized team member satisfaction, team work and organizational commitment. Team member's defined several factors necessary for cooperation in a palliative care team. They included: communication, work climate, team philosophy and team commitment, flexibility and openness. Ineffective cooperation was also defined by the team and included ambiguity of goals and procedures, lack of communication as well as task conflict. The authors also suggested two key factors for the development of new palliative care teams. First, it is important to maintain structure, clarity and establish realistic expectations. Secondly, goals and expectations should also be clear and adequate time for exchange of information should be allotted.
Campion et al.
[34] explored how to design successful work groups. The authors found that job design characteristics may be useful in predicting effectiveness and interdependence characteristics may also have some value. Most importantly, the authors suggested that communication between work groups might relate to productivity in groups with highly interdependent tasks. Communication plays a key role in team dynamics and may improve productivity.
Curry et al. [35] identified an increase in productivity when
team members worked together collaboratively. The purpose of the study was to analyze interpersonal interactions of an interdisciplinary research team as well as actions taken when conflict arose within the team. When conflict interrupted the teams work and collaboration, the principal investigator would call a meeting and a discussion ensued regarding reasons for the turmoil. Research teams are often in conflict. There are many educated professionals with strong views on several topics that they are passionate about. Collaboration among team members was achieved when members thought aloud, when they offered solutions for each other, when they expressed gratitude and when they were respectful to other team members. Trust became not only a prerequisite but also an outcome of the process. The authors stated that collaboration was enhanced by negotiating politics of identity, improving communication among team members, building trust within the team, and valuing the diversity of all members. Collaboration between team members can be achieved when trust is a prerequisite and can also increase team productivit. Both scales had been previously tested for reliability and validity; however, the scales were found to be complex, time consuming and difficult to understand. There were 19 potential eligible participants. All eligible staff members voluntarily choose to participate in the survey. Each participant was given a consent form. Following completion of the written consent form, a copy was provided to the study participant and contact information to reach the investigator was made available. The primary variable of interest for this study was collaboration between clinical and non-clinical team members. Information on collaboration was gathered through the use of a survey instrument. Demographic information was obtained for the purpose of describing the study sample and obtained through the use of dichotomous questions.
Effective Collaborative Communication in Hospice Care
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Instrument
The scale for data collection in this study was developed by the investigator. An extensive search was conducted to find an appropriate tool. An instrument was not identified that was specifically developed to describe elements of collaborative communication between hospice team members. The areas of focus for this project were the perception of communication and collaboration between team members, if members of the team were comfortable in their role and also felt comfortable asking for assistance within the team.
A Likert type scale was constructed using eight declarative statements. Respondents had a range of bipolar ratings to indicate their degree of agreement or disagreement with the statement. The end points of the scale provided the extreme opposites on the continuum of the scale. The Likert scale format was chosen because it is a traditional scale based on classical measurement theory.
Positively worded statements were constructed at a 7 th grade reading level. Short sentences were used to promote clarity. The items selected for the declarative sentences were based on the literature review articles that specifically addressed communication and collaboration and directed toward three components of hospice team interaction. They are communication, resources and roles and thirdly collaboration. The first four items of the scale formed a sub-scale on communication. Two items addresses the adequacy of resources available to the clinical and non-clinical staff and the perception of the participants regarding the rolls of the various team members. Two items were constructed for collaborative interaction, forming a third sub-scale. The full eight item scale was estimated to take approximately 10-15 minutes to complete. A section of the 30 survey was created for the participants to add their own comments if they choose to do so. The scale is identified as the Communication and Collaboration Rating Instrument (CCRI). A rotated factor matrix was completed for validity.
Data Collection
The survey was conducted prior to a team meeting of the hospice admissions staff. Clinical and non-clinical staff members were participants. All participants completed the survey at the initial data collection session. The surveys were then placed in a blank, sealed envelope for confidentiality. The participants returned the blank envelopes to a sealed box that had a slot to insert the surveys. The setting for data the collection was a conference room at a hospice inpatient site in the Midwest. The hospice facility cares for patients and families in their homes (coordinated by team members in the office setting) and has an inpatient unit inside a nearby hospital. The data collection took place in the inpatient location of hospice unit.
Demographics
A total of 19 individuals completed the survey. Demographic data was limited to information on three variables, gender, race and the clinical or non-clinical employment status of the employee. The majority were White, 94.7% (N=18) and 73.7% (N=14) were female. The clinical staff participants comprised 42.1% (N =8) of the participants while the non-clinical staff comprised 57.8% (N=11) of the sample (Appendix D, Tables 1-3 ).
CCRI Scores
The CCRI survey instrument contained eight items derived from the literature review. They were presented on a Likert scale with a possibility of five optional rankings. Scores provided data for analysis from 19 participants. Reliability coefficients were calculated on the total scale items as well as the subscales. The Cronbach's Alpha coefficient for the full eight items was .894. The sub-scale including four items on communication had a reliability coefficient of .893. The reliability coefficient for second the subscale examining resources and roles was, .577 and the third subscale on collaboration was .789 respectively. The strengths of the relationships among the items prompted further analysis. Although the sample size was small, more than ten cases were generated for each of the items on the scale. Factor analysis was used to address the interaction of the items developed. Two statistical measures generated by SPSS provided assistance in evaluating the factorability of the data. Bartlett's test of sphericity indicated the significance was <.05, or (.000) for the data. Secondly the Kaiser-Myer-Olkin Measure on sampling adequacy (KMO) was used to assess the adequacy of the sample for the appropriateness of factor analysis. The KMO value was .753 well above the minimum value of .6. The approach used was principle component analysis. The results yielded on the correlation matrix indicated all items were included. To further refine the development of the CCRI scale for the future use, factor rotation was used. Two benchmarks were used to determine the number of factors to include and which of the eight factors were appropriate to include. One criterion was that the percentage of shared variance by the factors included was equal to or above 60%. The data can be reviewed in Appendix G, Table 5 . Secondly the scree plot was examined. The scree plot demonstrated a sharp decline in the after the second component. Two items Plans and Progress, and Team Communication explained 71.76% of the variance with respect to communication and collaboration. The scree plot (Appendix I, Figure 1 ) illustrated considerable discontinuity between the second and third factor, offering support for extracting the first two items of the instrument. Factor rotation, the second phase of factor analysis, was then Table 5 ).
Collaboration between clinical and non-clinical team members of the hospice admission team was of key interest at the initiation of this project. The sample was comprised of eight clinical members and eleven non-clinical members. The median scores for each of the eight scale items were examined for difference in the scores between the clinical and non-clinical participants. The Mann-Whitney U Test was used to analyze data. No significant differences were found between the two groups with respect to the perception of collaboration among the members of the admission staff.
However, a few trends are worth noting. The two items of the CCRI scale which reflected the highest consensus between the two groups were Strengths and Skills, and Plans and Progress. In both instances the respondents from both groups converged on the "strongly agree" response to the scale item statement: "I am well informed on the agencies plans and progress" and "The role of the admission team members are distributed according to the individual's strength and skills". The item "Team Support" which demonstrated a trend toward different perceptions stated "When I need assistance in helping a hospice patient or family member I feel comfortable asking for assistance."
The respondents from the clinical group ranked this item with a lower value than the non-clinical members whose responses indicated a higher level of agreement with the statement. Secondly, the statement "Communication among all members of the admission team is adequate", or "Team Communication" was ranked lower among member of the clinical group yet member of the non-clinical group trended toward agreement with this scale ite.
Participant Comments
A section of the survey was created for the participants to add their own comments if they choose to do so. The sample size limits a genuine qualitative analysis of the data; however it does provide valuable insight for future instrument development. Comments added by participants that were included in the item Plans and Progress, or Factor I including the following responses: "Many things get missed because of so many e mails" E-Mails get sent out the day before something is implemented".
The data while limited suggested that additional scale items that address the perceptions of technological communication are appropriate to consider in further development of the instrument.
Results
The participants who comprised the sample for this project are representative of the clinical and non-clinical admission staff at a Midwest hospice center as all members of the admission staff contributed data for analysis. The homogeneity of the sample provides some assurance that the data from this survey offers relevant information for participating agency to consider. For example, it is of value to note that all members of the admission team indicated that their perception was they were well informed about the plans and progress of the agency. This is positive and affirming feedback from both groups regarding the aspect of informational communication. Additionally, members from both groups, clinical and non-clinical, also reported that they perceived that the roles of the team members were distributed according to the individual's strengths and skills. This also provides constructive feedback for the agency that has the potential to indirectly influence patient care.
One item that demonstrated a trend toward different perceptions was "When I need assistance in helping a hospice patient or family member I feel comfortable asking for assistance." The respondents from the clinical group ranked this item with a lower value than the non-clinical members whose responses indicated a higher level of agreement with the statement. While the probability (p) is not significant at the .05 level, p =.09 for this item, the sample size may have masked the detection of a substantial finding and there is value in pondering the possible reasons for the trend. Alternative explanations might be considered for the divergence. The nature and function of the clinical team members may differ in many respects from the non-clinical team member. It is possible that the clinical staff function more independently with less need of assistance from others. If this were the case, one would expect to see the raw data reflecting a neutral response, or a direct disagreement. However, the respondent's answers clustered in the around the rank "agree" with two members (8%) of the clinical participants indicating they "strongly agree". Among the non-clinical team members, eight (72%) responded that they "strongly agree" with the statement that they felt comfortable asking others for assistance. The results suggest that non-clinical admission team members perceive teamwork is evident within this sub-group of the hospice admission team. It may be beneficial to further explore the comfort level in asking for help with the clinical members of the admission team to obtain a better understanding of the meaning of their responses.
The statement "Communication among all members of the admission team is adequate" showed the greatest divergence in the responses when examined by groups. 15. Information gleaned from this study has limited generalizability with respect to the perceptions of clinical and non-clinical staff members in the sample to other agencies. Further studies are needed that included additional demographic information regarding the care providers by expanding the sample population to a more representative sample of the care providers in hospice settings.
Reliability and Validity of the CCRI
A Likert type scale was constructed using eight declarative statements. A range of bipolar ratings were used to indicate the participant's degree of agreement or disagreement with the statement. The end points of the scale provided the extreme opposites on the continuum with a range from 1-7. Items were developed bases on the literature and grouped together forming three plausible sub-scales. The high reliability coefficient calculated for these data reflects minimal error variance. The basic item analysis was accomplished through inspection of the correlation matrix of all items. For items on the same subscale correlations on the same sub-scale are recommended to be between .30 and .70 which was demonstrated.
Factor analysis, or factor extraction supported the inclusion of all eight items on the scale and two items emerged that explained 76% of the variance. A rotated factor matrix was used to further examine the underlying dimensionality of the factors. Although a few comments were provided by the participants, they were directed to communication using technology. The CCRI did not incorporate survey items that address electronic communication among team members. Shirren and Philips [30] studied the use of technology to support interpersonal interaction. Thirty-nine employees completed a five-day communication diary recording their actual behavior when receiving personal and work-related e mails. The authors found that higher numbers of work-related e mails were related to higher levels of stress. Higher levels of negative affect were correlated to a delay in dealing with personal and work e mails.
Suggestions were made by the authors to provide systems that sorted and prioritized e mails and to use e mail more efficiently. The authors also recommended low quality e-mails be reduced and educating employees on responding to e mails in an adaptive manner was also suggested. Shirren and Philips [30] found that both technology and information are essential, however too much can be detrimental to productivity. Further development of the CCRI will incorporate scale items to rank individuals perceptions of communication and collaboration efforts through the use of technology.
Additional validation studies are required, including content review by a panel of experts. Further efforts to establish criterion validity are recommended, including efforts to correlate the new instrument with established scales. The value of well-constructed instruments cannot be understated.
Summary
The importance of identifying areas of concern among staff members caring for individuals receiving hospice care is critical. Collaboration and communication regarding end-of-life issues are key elements in assisting palliative patients and families an opportunity to redefine needs [13] . End-of-life communication requires support from the organization or institution. Experienced clinical providers, engaging in multi-professional teamwork and modeling effective communication skills are vital to improving end of life outcomes for the patient and family [17] . Blinderman and Prager [15] suggested that health care members can be taught active listening and can refine their communication skills to optimize patient preferences. Others have found that teamwork requires a detailed communication strategy that establishes effective sharing and flow of information. Demiris et al. [21] determined that improving personal communication requires an analysis of hospice team members to identify possible barriers to flow of information. Moving forward with efforts toward improving communication, collaboration and the avoidance of miscommunication begins with an accurate assessment of team members.
The CCRI provided a preliminary attempt to obtain measurement data regarding hospice team member's perceptions of the communication interaction on the admission team. Further development of the tool offers the potential to develop a reliable and valid instrument to measure perceptions of communication and collaboration. An instrument that is able to measure the areas where the clinical and non-clinical providers agree or disagree on key elements of communication and collaboration is a necessary first step in assessing the strengths and weaknesses of the staff. Providers of health care are in key positions to assist the patient and their families deal with the impending death of a family member. Identification of problematic areas is vital to directing focus to areas that can benefit from additional education, institutional support and strategies to improve communication/ collaboration. Efforts to assess communication difficulties and resolve them will improve patient care and family concerns at a critical life transition.
